We present a case of leprosy, an uncommon infection in the United Kingdom, which mimicked features of widely known rheumatic diseases and resulted in subsequent delay of diagnosis.
Case report
A 39-year-old Indian lady presented to the rheumatology outpatient clinic with a 6-month history of pain, stiffness and swelling in several fingers, wrists, knees and feet. She had previously been examined elsewhere and prescribed prednisolone initially in high dose, for an undiagnosed arthritis. For 3 months, she had recurrent blistering lesions on the extensor surfaces of several fingers and the palms of her hands in the region of the metacarpo-phalangeal (MCP) joints, each of which lasted for a few days. She noted that her hands were a bluish colour at times, but there was no clear history of Raynaud's phenomenon. During the previous 6 weeks, she had developed a macular scaly rash, which resembled psoriasis, on the back of her hands, extensor surface of the arms, knees, lower legs and feet (Fig. 1 (Albert, Weisman and Kaplan, 1980; Karat et al., 1967; Berman, 1979) and there is mention of stiffjoints as a complication of leprosy in ancient Chinese literature (Mesner, 1979) . These rheumatic symptoms may be an important cause of continuing morbidity in leprosy (Albert et al., 1980) .
In borderline tuberculoid (BT) leprosy, the skin and nerve lesions are the primary abnormalities. Inflammation associated with active and reactive BT lesions may cause usually asymmetrical swelling in the hands and feet, particularly if the skin lesions are present at these sites. We think that this was the nature of our patient's rheumatological problems.
Arthralgia is a recognized clinical manifestation of 'reaction' in leprosy (Job, Gude and Macaden, 1964) .
A true arthritis may occur particularly in a erythema nodosum leprosum (ENL) which is a reactional state of lepromatous leprosy. Karat et al. (1967) reported a rheumatoid arthritis-like syndrome in 10 patients with ENL. The principally affected joints were hands, wrists, knees and ankles. The IgM rheumatoid factor was weakly positive in 6 of the 10 patients, but there were no erosions found on X-ray. Synovial biopsy in 2 cases showed inflammatory changes but no acid-fast bacilli. Albert et al. (1980) found that 15 of 21 patients with leprosy had rheumatic manifestations and these features were the major cause of continuing morbidity. The largest single group was 14 patients with erythema nodosum leprosum of whom 5 had objective evidence of arthritis. They found an exudative inflammatory joint fluid and such was also reported in a case of leprosy by Berman (1979) .
The diagnosis in our patient was delayed because the rash, modified by treatment with systemic corticosteroids, resembled psoriasis and her neurological deficit was not apparent until several months after the onset of the other symptoms. The blistering lesions were thought to be due to local neuropathic trauma. Rheumatologically, she had apparent synovitis affecting the MCP joints and wrists but note was made about the rather unusual diffuse thickening in her hands. Radiologically, her hands and wrists showed changes compatible with early inflammatory arthritis. The fluctuation of IgM rheumatoid factor titres contributed to the diagnostic difficulty particularly when psoriatic arthritis was being considered. The diagnosis was made clinically when she developed the neurological signs, the skin lesions became less scaling and more indurated and the annular anaesthetic patch appeared on the chin. An important clinical sign noted at a late stage was thickening of her ulnar and superficial radial nerves.
Conclusion
This case demonstrates an unusual cause of arthritis. Mycobacterial infections are often considered in disease affecting the immigrant population of this country but leprosy is diagnosed only rarely. The possibility of leprosy should be considered in any patient who has lived in an endemic area and develops a persistent rash, unusual arthritis or unusual peripheral neuropathy. The clinician should test skin lesions for sensation, especially light touch and pinprick and feel for enlarged peripheral nerves particularly superficial radial, ulnar and lateral popliteal. In addition, biopsy of active skin lesions should be performed. Clinical diagnosis in this case was delayed because the rash was modified by systemic steroids. Her skin and joint disease have responded well to appropriate treatment, but she has permanent neurological damage, some of which might have been avoided if the diagnosis had been made earlier.
